The remarkable growth of interest in and complexity of pain clinics demands that their present role be critically examined. There is no doubt that real progress has been made in the treatment of intractable pain during the past two decades. However, it is regrettable that much of the observed growth should be deplored as it has lacked control or direction and has been too often superficial in substance and without the necessary medical or scientific discipline to achieve lasting acceptance.
To provide a background one should start with some generalisations about pain management in medical practice.
Every physician has to treat patients whose main complaint is pain. This is a part of his normal professional role and naturally he would not consider this function under normal circumstances to be the prerogative of any special discipline. Furthermore, his experience in the management of pain would surely exceed that of the pain therapist. It is well to remember that for all patients who complain of pain it is the family physician who has the major task of establishing a diagnosis and commencing treatment. Should the pain become chronic or the condition life-threatening he will be obliged to supervise long-term treatment and offer appropriate advice and support to both patient and family. Such continuing care by the family physician is the cornerstone of treatment of patients in the terminal stages of cancer where pain is commonly a prominent symptom. Failure to achieve a good standard of pain management at this primary level is an admission of the failure of our medical education rather than an argument for the proliferation of pain clinics. Certainly in a number of cases the general practitioner will, at some stage, require specialist help with diagnosis and treatment. The ensuing consultation will usually bring in its train the necessary investigations and treatment which will satisfactorily resolve the patient's problem.
However, on occasions the pain will persist to become intractable and seemingly unmanageable. This situation usually indicates a complex physical and psychological disease pattern which may have been part of the initial problem or it may have been exacerbated by earlier errors in diagnosis and treatment. It is at this stage that the patient may be referred to a higher specialist level, such as the pain clinic, where a variety of consultants can be mobilised to provide a wider spectrum of understanding and treatment. It is my view that the role of the pain service, whether it be mono-or multidisciplinary, should be confined to the management of these relatively rare. and complex chronic problems.
At the present time the indications are that this view is either not widely held or at least not acted upon since we have seen during the past decade the treatment of chronic pain, in pain clinics or by 'pain therapists', become a major growth industry within the health delivery system. This has occurred seemingly with the connivance of uncritical physicians and without any cost benefit analysis. 1 The more important reasons for this growth include: 1. unreal expectations within the community based on the seductive premise that in this modern Anaesthesia and Intensive Care, Vol. 11, No. J, February. 1983 scientific age no person should ever have to suffer any pain; 2. the exploitation of pain clinics as a means of ensuring maximal financial gain for patients involved in workers' compensation or motor vehicle accident litigation; and 3. media support for virtually any alternative to traditional western medicine from faith healing to acupuncture.
Certainly amidst this growth there has been progress made in clinics where strict controls have been applied to the assessment and application of the various forms of therapymedical, surgical or physical. An example of such progress is to be found in the management of pain as a predominant symptom in the terminal stages of advanced malignancy. A further excellent critical analysis of results has been meticulously documented by the Royal Adelaide Hospital Clinic. 2 The contribution of a particular pain clinic should not be judged simply by its expanded size and patient turn-over. Expansion of the service may be consistent with some progress, but the widespread lack of evidence of improved results leads one to feel that some clinics exist principally to enhance the status and financial security of individuals, a department, or a hospital. This observation is based on personal experience of certain Pain Clinics in the United States and Europe. Alternatively, some clinics find themselves at risk through expansion of becoming a dumping ground for incurables, malingerers and others for whom pain has become a way of life.
The multiple, complex issues involved in diagnosis, assessment and treatment of intr,actable pain are beyond the clinical resources of one individual or anyone medical discipline. In addition to this clinical complexity one has the mass of sophisticated pharmacological, anatomical, psychological and technological research which has to be harnessed, collated, and, where appropriate, subjected to clinical trial. For these reasons it is a daunting prospect to try to provide a satisfactory service even in a university teaching hospital, let alone in a small community hospital, or even worse, on a personal basis.
It must be remembered that the patient who may welcome the availability of specialist staff and the resources of a major multi disciplinary unit will still need the personal association and relationship that can only be given by the individual physician. In a multidisciplinary clinic the patient's management must be coordinated by one physician who assumes the ultimate responsibility. It is my experience that the family physician is the best individual to supervise continuing care and that long-term management by the multidisciplinary clinic is better avoided.
One must support the establishment of properly constructed multidisciplinary pain services in major teaching hospitals for the treatment of complex chronic pain problems. Careful control should be exercised over the referral of patients and the treatments used must be subjected to critical appraisal. The clinic's existence should depend on results achieved and it should not be established in response to pressures from physicians to relieve them of their hopeless cases, or from patients who have unreasonable expectations for their health and well-being.
Although western medicine relies heavily on empiricism it also inherits a scientific tradition which should be rigorously applied in the field of pain therapy in order to resist the unsubstantiated claims of 'alternative' healing and 'fringe' therapies which abound in the present day. The pursuit of free, rational enquiry into the mechanism of pain and its treatment through the medium of the multi disciplinary pain clinic offers the best hope for continued progress.
These views may be somewhat controversial and subjective in nature, but they are based on twenty years' experience working in a pain clinic.
